echocardiogram, an apical four-chamber view revealed an exaggerated mobility of the atrial septum, a classic sign of an ASA ( Fig. 1 ; Panel A; Arrow).
The gold standard for diagnosing PFO is to perform a transesophageal echocardiography (TEE) [2] . In our case, given that the ASA was an incidental finding, the subject was asymptomatic, and the risks associated with performing a TEE, we used the TTE to prove interatrial septal permeability. Valsalva's maneuver was performed to increase intrathoracic pressure, venous contrast medium was injected, and a clear passover of bubbles from the right to the left atrium was observed ( Fig. 1; Panel B; Arrow) . Thus, presence of a PFO was diagnosed.
Due to lack of clinical conditions such as thromboembolism, stroke, platypnea-orthodeoxia, migraine headaches, or practicing sport diving, which would make a PFO closure indicated, no interventions were recommended [3, 4, 5] .
We report this casuistics to strengthen the clinical spotlight on the interatrial septum. If an ASA is apparent in TTE, it is obligatory to exclude a PFO, and in this case, we back up the hypothesis that contrast-enhanced TTE often possess high accuracy and economical benefit compared with TEE [6] . Therefore, a TTE should be the initial test to evaluate for the presence of an associated PFO.
